Introduction
The National AIDS Behavioral Surveys have examined the prevalence of condom use and human immunodeficiency virus (HIV) antibody testing for people in the United States with risk factors for HIV and other sexually transmitted diseases."'" The present report extends the National AIDS Behavioral Surveys to examine changes in risk factors for HIV and other sexually transmitted diseases and in prevention practices among heterosexual adults 18 to 49 years of age. Of the two acquired immunodeficiency syndrome (AIDS)-related studies that have previously followed a probability sample of adult heterosexuals longitudinally, one focused on women only12 and one focused on unmarried adults only. '3'14 We provide national and urban data on risk factors and examine prevention practices among those with multiple sexual partners. People with multiple partners, in the absence of consistent condom use, have an increased risk for sexually transmitted diseases (e.g., genital herpes) 15 '16 that serve as cofactors for HIV transmission. We have previously estimated the size of the population at risk for HIV and other sexually transmitted diseases1; the current work provides estimates of the degree of annual turnover in this population segment. Because the major US epicenters for HIV and other sexually transmitted diseases are in large urban areas, the analyses concentrate on the urban sample.
Methods
Methodological details of the wave 1 survey have been described elsewhere.3 '4 In brief, the baseline survey (June 1990 to February 1991) was preceded by an intensive pretest phase and was conducted in Spanish and English. Wave paralleled those of the high-risk cities sample in regard to differences by social strata (contact the first author for data), but overall the high-risk city follow-up rates were somewhat lower (the overall Changes in H1V Risk rate for the AIDS in Multiethnic Neighborhoods survey was 80%).14 Our rates were closer to those obtained in a longitudinal subsample of the National Survey of Family Growth involving face-to-face interviews (in 1988) (4) those who sustained a no-risk status across waves (no risk). conclusion would be tempered somewhat if respondents (assuming that they are seronegative) with primary partners were using condoms consistently with their secondary sexual partners, but we found no evidence that this safer sex strategy is being widely used. Black heterosexual adults with multiple sexual partners at both waves reported the largest changes in condom use. Preliminary results indicate that Blacks were more likely than other ethnic/racial groups to report being influenced to use condoms by Magic Johnson's announcement of his HIV-positive status. However, we have not found a correlation between the announcement and a differential increase in condom use among Blacks relative to Whites or Hispanics (unpublished data available from the first author).
The demographic correlates ofpeople who reported multiple sexual partners at wave 2 but not at wave 1 further substantiate the importance of intervening with young adults in the "dating phase" of life.2 Young adults account for nearly 70% of all sexually transmitted diseases in the United States and report the highest levels of sexual risk factors for HIV and other sexually transmitted diseases.2 Although proportionately fewer of those who reported multiple partners at wave 2 (but not at wave 1) than those with a longer history of multiple sexual relationships sought HIV testing, the former group was more likely to consistently use condoms. The condom findings suggest that prevention messages are having an impact on population segments that, at some future date, will move into periods of risk for HIV and other sexually transmitted diseases.
Three sources provide indirect verification of the significant increase in condom use with secondary sexual partners among those reporting multiple sexual partners (at both waves). First, the pattern of increasing condom use over the early years of the 1990s among respondents with risk factors for HIV and other sexually transmitted diseases has also been observed in the San Francisco AIDS in Multiethnic Neighborhoods survey (con- 
months]) had risen to 16% by 1990.12 Finally, the self-report data parallel the national picture for condom sales, which showed a net increase from 1990 to 1992. Overall, despite methodological and sample differences, prior studies and the present data support the view that condom use increased starting in the late 1980s and continuing into the early 1990s. Whether these changes are due to increased efforts at disease prevention is unclear. However, we are struck by the consistent rate of condom use from the mid-1970s to 1988 among women in the National Survey of Family Growth studies. This suggests that use of condoms to prevent pregnancy was relatively constant throughout most of the 1980s. However, people may be using condoms for both disease and pregnancy prevention (the present study did not distinguish motivations age consistent condom use rate across relationships for wave 2 of the National AIDS Behavioral Surveys was 21%, approximately the same value as for the 1992 National AIDS Behavioral Methodology survey); or (3) differences in nonresponse between studies. Nevertheless, the results just described suggest that the observed increase in condom use in the present longitudinal study is not entirely due to repeated measurement effects.
The present data have relevance to modelers interested in the population dynamics of various at-risk segments. The data suggest that the annual turnover rate (percentage of the at-risk population that is replaced annually) is approximately 39% (i.e., 39% drop out of the at-risk group and are replaced by those who formerly were not at risk) for the population at risk for HIV and other sexually transmitted diseases because of multiple sexual partners. Variation in these at-risk population segments should be examined over longer periods of time (e.g., 10 years). The present risk behavior estimates are, to some degree, underestimates given an assumption that people underreport or are unaware of risky activities (e.g., their partner's behavior).30
Movement into and out of the "atrisk pool" may be facilitated by a host of factors including, for example, changes in marital/relationship status, partner availability, illness, and concerns about HIV and other sexually transmitted diseases. Although the process of partnering through legal marriage or cohabitation imparts some degree of risk reduction, this reduction may at times be illusory. We have found that heterosexuals with a history of risk factors for HIV seldom obtain testing prior to cohabitation or marriage and do not regularly use condoms after establishment of the relation- 
